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Mental health problems in children, such as the prevalence of externalizing and 
internalizing behaviors are a growing crisis in the United States. The economic shift in recent 
years has resulted in many parents working increased hours and spending less time as a family, 
which often results in increased problematic behaviors. In response to the relationship discord 
and behavior problems in children, filial play therapy is recommended as an effective treatment 
option. Although filial play therapy is a supported treatment, societal views on play are 
examined, revealing that many parents disregard the importance of play for a preferred focus on 
academic achievement. This article reflects parent’s concern of externalizing and internalizing 
behaviors in boys and girls based on a provided behavioral vignette. Parents’ recommended 
therapeutic treatment based on level of concern is also explored. Suggestions are provided as to 
how systemic change might be implemented within these families through parent and child 
participation in filial play therapy, specifically when parents report reluctance towards 
participation in play therapy. 
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CHAPTER 1: INTRODUCTION 
Childhood Mental Health 
Mental health communities have focused on the need for effective interventions for 
young children for more than a decade (Ray, Armstrong, Balkin, & Jayne, 2014). It has 
frequently been declared that the need for intervention is apparent because children’s mental 
health is a growing crisis in the United States (Ray, Armstrong, Balkin, & Jayne, 2014; Jordans, 
Tol, & Komproe, 2011; Jabbour et al., 2016). Despite this growing crisis, as many as 80 % of 
children and youth with mental health problems do not receive any mental health services 
(Jabbour et al., 2016). Mental health problems in young children, such as externalizing and 
internalizing behavior problems that remain untreated can lead to more severe problems in later 
childhood, adolescence, and even adulthood (Chen, 2010).  
However, research confirms that when children receive treatment for externalizing and 
internalizing behaviors that positive change occurs and is effective in preventing these behaviors 
during later years (Karcher & Lewis, 2002; Edwards & Hans, 2014; Meany-Walen, Kottman, 
Bullis, & Dillman Taylor, 2015). Without treatment, these problems can negatively affect family 
relationships (Marshall, Arnold, Rolon-Arroyo, & Griffith, 2015). Specifically, internalizing 
problems often results in withdrawal, fearfulness, and irritability, which can often lead to 
isolation and loneliness (Marshall, Arnold, Rolon-Arroyo, & Griffith, 2015). Externalizing 
problems, such as hyperactivity and aggression, are likely to result in over reactive parenting, 
harsher disciplining, and subsequent aggression from the children towards the relationship 
(Chen, 2010). 
While these are common reactions to these problems, families do not respond to all 
problems in the same way and it is assumed that parents might react more overtly to boys’ 
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problems because boys tend to exhibit mental health problems more externally (Peter & Roberts, 
2010). Play therapy is a developmentally appropriate approach that has demonstrated 
effectiveness for working with children who present a variety of concerns (Meany-Walen, 
Kottman, Bullis, & Dillman Taylor, 2015). When parents do seek treatment for their children, 
they are likely to reject some of the treatments that are recommended for externalizing and 
internalizing behaviors such as filial play therapy because of their negative perceptions of play 
(Kane, 2016; VanFleet, 2000). The following section will highlight some of the emotional and 
behavioral problems experienced by children, specifically in relation to gender differences.  
Emotional and Behavioral Problems in Children 
Strong evidence exists to support the notion that behavioral problems emerge in the first 
few years of life, and that these problems are exacerbated in later childhood and adolescence 
(Edwards & Hans, 2015; Briggs-Gowan,Carter, Bosson-Heenan, Guyer, & Horwitz, 2006; 
Wilens et al., 2002; Chen, 2010). Behavioral problems have been conceptualized along two 
broad spectrums to include internalizing and externalizing problems. Internalizing problems are 
expressed in intrapersonal manifestations such as anxiety, depression and withdrawal. 
Externalizing problems are expressed in interpersonal manifestation such as hyperactivity and 
aggression (Meany-Walen, Kottman, Bullis, & Dillman Taylor, 2015). While some children may 
exhibit only one form of behavior, it is not uncommon for children to exhibit co-occurring 
problems (Edwards & Hans, 2015). Children who exhibit internalizing, externalizing, and co-
occurring behaviors and do not receive interventions are more likely to experience continued 
behavior problems throughout their lives such as anxiety, depression, and substance abuse 
(Meany-Walen, Kottman, Bullis, & Dillman Taylor, 2015).  
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Gender differences. In addition to the significant evidence that demonstrates that 
children who display internalizing and externalizing behaviors experience continuous behavior 
problems throughout their lives, there is also evidence that there are gender differences in 
behavior problems.  It should be noted that before age four, boys and girls show little difference 
in levels of disruptive behaviors, but after age four significant gender differences have been 
documented (Olson, Sameroff, Kerr, Lopez & Wellman, 2005). It has been reported that after 
age four boys tend to display externalizing behaviors more often than girls, while the rates of 
internalizing behaviors are relatively similar in both boys and girls (Chen, 2010). Furthermore, 
girls tend to display higher rates of co-occurring behavior problems than boys, by frequently 
expressing anger, aggression and other externalizing behaviors simultaneously with depression 
and other internalizing problems (De Coster & Cornell Zito, 2010; Francis, 2014). 
These behavior patterns have been found to persist throughout childhood (Chen, 2010). 
Furthermore, girls may display fewer disruptive externalizing behaviors than boys, perhaps 
because they are more emotionally mature than boys in their ability to control aggression and 
impulsivity (Olson, Sameroff, Kerr, Lopez & Wellman, 2005). When these behaviors continue 
without treatment they are likely to lead to further problems in adolescence and adulthood. The 
long-term effects of externalizing and internalizing behaviors in children can be detrimental to 
their development (Meany-Walen, Kottman, Bullis, & Dillman Taylor, 2015).  
Long-term effects of externalizing and internalizing behaviors. Children, who 
manifest problem behaviors, may continue to grow and develop believing that their problems are 
a characteristic of their identity and that they are irreparable (Turns & Kimmes, 2014). Behavior 
problems in early childhood are predictors of more serious externalizing and internalizing 
behaviors in later childhood and adolescence (Graziano et al., 2015). These behaviors can 
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include depression, substance abuse, and anxiety, and tend to remain stable throughout adulthood 
(Meany‐Walen, Kottman, Bullis, & Dillman Taylor, 2015). 
Both externalizing and internalizing behaviors seem to be predictable of developmental 
deficits (Karcher & Lewis, 2002). The presence of these problems demonstrates trends that may 
lead to rejection by peers and potential conflict with parents and other meaningful people (Olson, 
Sameroff, Kerr, Lopez, & Wellman, 2005). Similar to the existence of only internalizing or 
externalizing behaviors, evidence of co-occurring behavior problems at earlier ages also often 
demonstrates disruptive developmental patterns (Mardigan, Brumariu, Villani, Atkinson, & 
Lyons-Ruth, 2015). 
Filial Play Therapy 
Filial play therapy is strongly supported as an effective treatment for childhood 
behavioral problems (Bratton, Ray, Rhine, & Jones, 2005). Filial play therapy, first developed in 
the early 1960’s by Bernard Guerney, is a therapeutic approach in which parents of young 
children are trained to be therapeutic agents of change by learning how to apply basic play 
therapy skills during play sessions with their children (Cornett, 2012). Prior research supports the 
effectiveness of filial play therapy, revealing that it has proven successful in decreasing child 
behavior problems, decreasing parent-child relationship distress, and improving empathic 
responsiveness of parents towards their children (Bratton, Ray, Rhine, & Jones, 2005; Bratton, 
Landreth, & Lin, 2010).  
Cornett (2012) reported that filial play therapy appears to bring about change within 
children and parents, between children and parents, and between the relationships of others in the 
family system. Bratton, Ray, Rhine, and Jones (2005) reported that of 67 studies utilizing filial 
therapy methods, filial therapy displayed greater effectiveness than traditional play therapy. This 
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may be due to the incorporation of the parents as the therapeutic agents of change and due to the 
combination of individual child therapy and family therapy (Johnson, 1995). Filial play therapy 
has also been found to lead to statistically significant positive changes in child behavior 
problems (Cornett & Bratton, 2015).  
Parent perceptions of filial play therapy. Although the importance of children’s play 
and filial play therapy are empirically supported, the use of filial play therapy has often been 
scrutinized by parents (Boswell, 2014; Vanfleet, 2000). Many parents often have difficulty 
understanding the rationale and effectiveness of play therapy because it does not align with their 
own individual cultural values or lifestyles (Socarras, Smith-Adcock, & Min Shin, 2015). Parents 
have expressed uncertainty over their child not responding in a desired way, that the changes 
would not be lasting, and that the changes may not be appropriately aligned with their child’s 
issues (Boswell, 2014).  
Parental apprehensiveness towards filial play therapy is important to investigate because 
parents who do not understand the benefits of play therapy are more likely to end therapeutic 
services early (Post, Ceballos, & Penn, 2012). Eliana Gil, a registered play therapy supervisor,f 
reported that parental misconceptions of play therapy may stem from the idea that many parents 
of children who receive play services have never been given the opportunity to play themselves 
(Christensen & Thorngren, 2000). These parents often come from backgrounds where they were 
the parents to their parents rather than being allowed to be a child (Christensen & Thorngren, 
2000).  
Parents’ negative perceptions of play and subsequent concerns about filial play therapy 
are likely to prevent them from seeking out a service that has been shown to be effective when 
dealing with emotional and behavioral problems in children. Through the use of clinical 
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vignettes, the purpose of this study is to evaluate how parents perceive problematic behaviors in 
children. Specifically, the research questions are: 
1. How do parents perceive problematic behaviors in their children? 
2. How do parents view these behaviors based on gender and type of problematic 
behavior, either externalizing or internalizing? 
3. How would parents respond to the recommendation of filial play therapy as an 
appropriate course of therapeutic treatment? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
CHAPTER 2: LITERATURE REVIEW 
 There is adequate evidence to support the need to research childhood externalizing and 
internalizing behaviors, parental perceptions of these behaviors, and parental perceptions of play 
based therapy (Goleman, 1998; Vanfleet, 2000; Boswell, 2014). Given the need for more 
research understanding the link between childhood behaviors, parents perceptions of these 
behaviors, and how they perceive play based behaviors, this review of the literature will focus on 
social factors that are contributing to an increase in maladaptive behaviors and discuss how 
parents are reacting to those behaviors. Next it will explore the literature around problematic 
behaviors and highlight how they impact children. Finally it will provide an overview of how 
parents react to these negative behaviors and how treatment options are often influenced by 
parents’ beliefs and assumptions surrounding play.  
Social Factors Increasing Child Maladaptive Behaviors 
A nationwide sample of more than two thousand American children, rated by their 
parents and teachers, found that children display negative behaviors on more than forty indices. 
In recent decades the number of homicides among teenagers had quadrupled, suicides had 
tripled, and forcible rapes had doubled. Children were found to be dropping in basic emotional 
and social skills and on average are more nervous and irritable, more sulky and moody, more 
depressed and lonely, more impulsive and disobedient (Goleman, 1998).  
 There are multiple assumptions as to why childhood maladaptive behaviors have 
significantly increased (Reijneveld et al., 2014; Gruhn et al., 2016). The decrease in economic 
stability has had an impact on the time that parents spend working and away from home, 
meaning that they are spending less time with their children (Goleman, 1998; Heymann & Earle, 
2001;Vieira, Matias, Ferreira, Lopez, & Matos, 2016). Less time spent with children indicates 
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that there is less time for parents to teach basic emotional and social skills. Increased working 
hours and job stress have also negatively impacted a parent’s mental health, which in turn 
impacts how they parent their children (Mistry, Vandewater, Huston, & McLoyd, 2002; Vieira et 
al., 2016). Negative parenting techniques have been found to lead to maladaptive behaviors 
(Vieira et al., 2016). Finally, an increase in divorce and family transitions has been found to lead 
to maladaptive behaviors including externalizing and internalizing behaviors. Understanding the 
impact of increased working hours, parent’s mental health, and family transitions on child stress 
and externalizing and internalizing behaviors has become increasingly important. This section 
will focus on each of these factors and illustrate how they are impacting children and families.  
Parents’ increased work hours. Approximately sixty years ago, the standard workday 
was defined as 8 hours per day for 5 days a week (Strazdins, Clements, Korda, Broom, & 
D’Souza, 2006). No work was completed on Sunday and any work on Saturday or during 
evening hours required extra pay. Recent changes in the economy due to technological advances, 
growth in services, and economic uncertainties have required that businesses be open on the 
weekends, many opting to stay open 24 hours a day, 7 days a week (Strazdins et al., 2006). 
These new standards in hours of operation have resulted in working times that are outside of the 
regular nine-to-five weekday. 
 Two in five employees in the United States are working on the weekends, evenings, or 
nights. Families have embraced these new working hours as a defensive economic behavior that 
allows them to remain in their preferred class standing although economic uncertainties are high 
(Edwards, 2001). In order to adjust to these economic uncertainties, families have also resorted 
to becoming dual-earner families, in which both parents are employed (Strazdins, 2006). For 
many, the male-breadwinner family arrangement no longer makes sense when considering the 
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economic struggle (Edwards, 2001). Continued economic uncertainties and improvements in 
women’s labor opportunities will continue to encourage both parents to work, specifically in jobs 
that are not nine to five (Strazdins, 2006).  
 Nonstandard work schedules have made more difficult for parents to build family 
closeness. Working atypical hours is often accompanied by relationship disruptions and strains. 
Atypical work schedules can make it more difficult to maintain family rituals, routines, and 
social activities that are important for family closeness. An increase in working hours may also 
affect the mental health of parents, the way parents interact with one another, and the way they 
interact with their children. These elements often have adverse effects on the children’s well-
being and may result in maladaptive behaviors (Mistry, Vandewater, Huston, & McLoyd, 2002, 
Vieira, et al., 2016).  
Impact on parents’ mental health. Parent mental health has been shown to be important 
to the child’s well-being (Heymann & Earle, 2002). Depressed parents are less spontaneous and 
more withdrawn, angry, and sad (Strazdins, 2006; Vieira, et al., 2016). Downey & Coyne (1990) 
found that children of depressed parents tend to have more behavioral and emotional difficulties, 
poorer physical health, and more impairments in social and academic performances than children 
with nondepressed parents.  
 Work conditions, including odd work hours and increased working hours, can negatively 
impact parents’ mental health (Strazdins, 2006). Mothers who were worn down by job stressors 
and economic pressures often display similar parenting behaviors as clinically depressed mothers 
(Downey & Coyne, 1990). These mothers were found to be preoccupied with low energy levels. 
Child noncompliance was avoided, with these depressed mothers more often choosing strategies 
that required less effort and negotiation. The negative impact of more stressful work situations 
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often carries over into family life in the form of irritability and withdrawal (Menaghan, 1991).  
Jobs affecting parental well-being also impact marriage stability and child well-being (Strazdins, 
2006). 
Increased marital tension due to nonstandard work schedules. The previously stated 
nonstandard work scheduled may also lead to increased marital tension (Presser, 2000). Marital 
conflict is a characteristic of distressed marriages that has been shown to predict negative child 
outcomes (Amato & Cheadle, 2008). These conflicts result in negativity between parents, 
escalated anger, and greater potential for physical abuse towards the children. The stress and 
frustrations of marital conflict and divorce carries over into parent interactions with their 
children. Children exposed to conflict between their parents frequently show signs of distress. 
This includes crying, covering their ears with their hands, making requests to leave, and freezing 
all actions. Children of divorce are frequently exposed to parental conflict long before the 
divorce occurs, leading to heightened aggression, impulsivity, and emotional problems (Amato 
& Cheadle, 2008). More specifically, aggression and abuse between partners due to high work 
stress, has been associated with behavioral and emotional problems in children (Amato & 
Cheadle, 2008). 
Externalizing and Internalizing Behaviors 
 It is evident that parent’s mental health, parenting patterns, and marital tensions due to 
nonstandard working hours and the weakened economy have had an impact on the emotions and 
behaviors that are frequently displayed in children. Children in high conflict homes due to 
increased stress and fatigue from nonstandard working hours are increasingly vulnerable to both 
externalizing and internalizing problems (Amato & Cheadle, 2008). It is estimated that 
approximately 10-12% children experience behavioral or emotional problems (Reijneveld et al., 
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2014). These problems are likely to lead to restrictions in daily functioning and may have severe 
long-term effects. It is necessary to understand how externalizing and internalizing behaviors are 
manifested in children, how they vary between girls and boys, and how they might impact their 
families. 
Externalizing behaviors. One of the most common externalizing problems found in 
young children is deviant behavior and anger (Peter & Roberts, 2010). Deviant behaviors include 
aggression to people or animals, property destruction, stealing or lying, and violating rules such 
as running away from home. Externalizing behaviors are considered aggressive, assaultive, and 
destructive (Maguire et al., 2015). Other behaviors associated with externalizing problems 
include fighting, attacking and threatening people, and temper outbursts (Achenbach, Ivanova, 
Rescorla, Turner, & Althoff, 2016). Children who are exposed to interparental conflict display a 
variety of conflict behaviors including hostility, disengagement, and uncooperativeness (Davies 
et al., 2016). These children have difficulty achieving emotional security and instead display 
fearful distress and avoidance. 
 Although depressive behaviors are primarily considered internalizing behaviors, there is a 
possibility that some depressive behaviors may manifest themselves, especially in boys, as 
externalizing behaviors (Peter & Roberts, 2010). Therefore it is important to clarify that for the 
purposes of this study, traditional withdrawing behaviors were considered as internalizing 
behaviors rather than focusing on the behaviors that fit within certain diagnostic criteria. 
Internalizing behaviors. Internalizing behaviors most frequently include depressive 
symptoms and anxiety disorders (Peter & Roberts, 2010). Depressive symptoms in the United 
States were found to be the strongest correlate of suicidal ideation, attempt, and completion in 
children and adolescents (Peter & Roberts, 2010). Other common internalizing behaviors among 
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children are: a) panic disorders; b) specific phobias (i.e., social, etc); c) obsessive-compulsive 
disorder; d) posttraumatic stress disorder; and e) stress disorders (i.e. acute, generalized, etc.). 
Symptoms may also manifest as social withdrawal, somatic complaints with no apparent cause, 
and insecurity (Achenbach et al., 2016; Davies et al., 2016). Sadness, withdrawal, fear, and 
physical distress are internalizing behaviors related to child insecurity (Davies et al., 2016). 
Internalizing behaviors have been further characterized as contributing to relationship difficulties 
and isolation from peers (Marshall, Arnold, Rolon-Arroyo, & Griffith, 2015).  
These behaviors seem to be connected to those children who have been neglected and 
feel as though they have no control in what happens to them (Maguire et al., 2015). More 
specifically, increased involvement in family conflicts increases child insecurity (Davies et al., 
2016). This insecurity seems to be a defense mechanism against parental and family conflict that 
often leads to fear, withdrawal, and anxiety.  
Co-existing behaviors. Although some children display only externalizing or 
internalizing behaviors, it is also common for some children to exhibit co-occurring problems 
(Edwards & Hans, 2015).  Previous family risk factors including parental conflict, aggressive 
parenting, and parent’s mental health may have an impact on the development of these co-
occurring problems. Children who experience co-existing internalizing and externalizing 
problems are at especially high risk for experiencing adverse outcomes (Fanti & Henrich, 2010). 
Children with co-occurring problems are expected to have poorer social, emotional, and 
behavioral adjustment in adolescence (Fanti & Henrich, 2010). These children are often regarded 
as more annoying by their peers and do not have the social skills necessary to associate with 
peers (Fanti & Henrich, 2010). Externalizing, internalizing, and a combination of both behaviors 
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have been found in both boys and girls (Reijneveld et al., 2014). However, there is evidence of 
gender variations between externalizing and internalizing behaviors (Olson et al., 2005). 
Gender differences. Research has shown that serious externalizing and internalizing 
behaviors can be identified in the toddler and preschool years and that child gender is a powerful 
moderator in the development of these behaviors (Olson et al., 2005). More specifically, boys 
and girls show few differences in disruptive behaviors before age 4 with substantial differences 
in behaviors after age 4 (Keenan & Shaw, 1997). However it is also supported that boys tend to 
display more externalizing problems in response to adverse parenting than girls and that girls 
tend to display more internalizing problems in response to intrusive and withdrawn parenting 
(Olson et al., 2005; Gruhn et al., 2016).  
Daughters have been found to be at a greater risk for developing depression, anxiety, and 
low self-esteem (Marshall, Arnold, Rolon-Arroyo, & Griffith, 2015; Peter & Roberts, 2010). 
Girls frequently display significantly higher rates of depressive symptoms (Wade et al. 2002). 
They are also twice as likely to exhibit symptoms of anxiety when compared to boys (Silverman 
& Carter, 2006). Finally, girls have higher odd ratios for suicide ideation and attempt (Peter & 
Roberts, 2010). Specifically, 1 in 10 girls reported making some form of a suicidal attempt 
compared to only 1 in 25 boys (Peter & Roberts, 2010).  
There is also evidence that girls tend to be worriers (Cummings, Pepler, & Moore, 1999). 
In addition to worrying, depression and self-blame may exist as a girl’s response to stressful 
family events. These symptoms often exist because girls tend to feel more responsible for 
resolving inter-parental conflicts (Cummings, Pepler, & Moore, 1999). The higher maturity level 
found in girls may contribute to their ability to maintain control over aggressive and impulsive 
behaviors, often resulting in more internalized behaviors (Olson et al., 2005). 
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Whereas girls have been found to score higher on internalizing problems, boys score 
higher on externalizing problems (Achenbach et al., 2016). Evidence suggests that conduct 
disorder and deviant behaviors are higher among boys compared to girls (Peter & Roberts, 
2010). It was estimated that the rate of conduct disorder was between six and 16 percent for boys 
compared to only two and nine percent for girls. Finally, boys tend to be more physically 
aggressive overall while girls tend to display more relational aggression (Maguire et al., 2015). 
Peter and Roberts (2016) suggest that perhaps boys tend to display more externalizing behaviors 
because they have social expectations in which they are not supposed to feel depressed or be 
anxious and they do not know how to counter this belief.  
Preschool boys tend to show more externalizing behavior problems than girls (Javo, 
Heyerdahl, & Rønning, 2000). Boys have repeatedly obtained higher behavior problem and 
externalizing scores on behavior checklists than girls (Javo, Heyerdahl, & Rønning, 2000; 
Kumpulainen et al., 1999; Chen, 2010). Boys have also repeatedly scored lower on internalizing 
behaviors than girls. The higher externalizing scores in boys may be a result of parents being less 
tolerant of deviant behaviors (Javo, Heyerdahl, & Rønning, 2000).   
Parental Response to Child Behaviors 
 Parental understanding of and response to externalizing and internalizing behaviors is as 
equally important as understanding how the behaviors themselves are manifested in children. It 
is up to the parents to determine the treatment that their children receive depending on how they 
view various behaviors. Gruhn et al. (2016) suggested that parents respond differently to their 
sons and daughters behaviors. This suggestion may exist based on the evidence that parents tend 
to view externalizing behaviors in boys more negatively than internalizing behaviors in girls 
(Gruhn et al., 2016). 
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 Parents often report more negatively on the more observable externalizing behaviors than 
the less observable internalizing behaviors (Madigan, Brumariu, Villani, Atkinson, & Lyons-
Ruth, 2016). Children displaying externalizing behaviors are more likely to be warned or 
punished when compared to other children (Wright, Zakriski, & Drinkwater, 1999). It seems as 
though externalizing problems often result in greater parent response because they are more 
obvious and noticeable. 
 Although externalizing behaviors garner more attention, this is not to say that 
internalizing behaviors are entirely unnoticed. Internalizing behaviors tend to be behaviors that 
do not disturb others and therefore are not as easily noticed (Kumpulainen et al., 1999). Children 
exhibiting internalizing behaviors may not be punished as often as children who exhibit 
externalizing behaviors, but parents of children with internalizing behaviors have been found to 
be more likely to hold negative beliefs about their child (Laskey & Cartwright-Hatton, 2009). 
Gender based response. On most of the internalizing scales girls have a higher level of 
internalizing symptoms than boys (Sourander, Helstelä, & Helenius, 1999). This may be a result 
of internalizing problems being more easily hid from the parents’ view and are therefore less 
likely to be recognized by the parents. Lower levels of parenting response to internalizing 
behaviors in girls may also be due to the fact that parents who rate their child low on 
externalizing problems also rate their child low on internalizing problems (Chen, 2010).  
Mothers specifically react with anger towards their sons’ risk-taking or externalizing 
behaviors (Chen, Seipp, & Johnston, 2008). They often feel unable to control these behaviors. In 
contrast, mothers respond to their daughters’ risk-taking or externalizing behaviors with 
disappointment and concern because they feel as though their daughters should know better. 
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Fathers similarly rated boys more highly than girls on externalizing behaviors (Olson et al., 
2005). However, fathers do not differ in the response to boys and girls internalizing problems.  
Variations in mothers’ and fathers’ responses. Research suggests that mothers and 
fathers are not likely to differ on their responses to externalizing and internalizing behaviors in 
their children (Kumpulainen et al., 1999; Chen, Seipp, & Johnston, 2008).  It is suggested that 
the gender of the parent does not affect the observations that the parent makes at home. 
However, Javo, Heyerdahl, & Rønning (2000) report that fathers’ attitudes towards their sons’ 
aggressive behaviors tend to be more lenient than mothers’. Fathers were also found to have less 
tolerance for their daughters’ sulkiness than mothers (Javo, Heyerdahl, & Rønning, 2000).   
Effective Treatment 
 Parents who have children experiencing emotional and behavioral problems will often 
seek therapy to help improve their child’s behaviors. One of the treatment models that has been 
shown to be effective is filial play therapy. According to the research filial play therapy has a 
long history of effectiveness in decreasing child behavior problems and parental stress. In 
addition, it has also been found to increase child confidence and parent-child connection with a 
variety of populations, family structures, and presenting problems (Cornett & Bratton, 2015; 
Ginsberg, 2002).  
 More specific benefits of filial play therapy are reduction in child anxiety and assistance 
in regulating emotions, processing stressful experiences, and developing life skills (Willis, 
Walters, & Crane, 2014). Bratton, Ray, Rhine, and Jones (2005) reported that of the 67 studies 
involving parents using filial play therapy methods, filial therapy demonstrated greater 
effectiveness than traditional play therapy methods. This meta-analysis established that play 
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therapy, specifically filial play therapy, is a statistically viable intervention and an agent in 
changing behaviors in children (Bratton, Ray, Rhine, & Jones, 2005).  
Decreasing behaviors. Play therapy has been found to be beneficial for children 
regardless of whether they were being treated for externalizing or internalizing behaviors 
(Bratton, Ray, Rhine, & Jones, 2005). Moreover, filial play therapy is generally supported as 
having a positive impact on the behavior of children (Cornett & Bratton, 2015). Parents often 
report positive changes in their child’s behavior following participation in filial play therapy 
(Bavin-Hoffman, Jennings, & Landreth, 1996). Parents stated that their children had gained an 
ability to control aggressive behaviors and were generally much calmer (Bavin-Hoffman, 
Jennings, & Landreth, 1996).  
 The Filial Problem Checklist has also been utilized to measure the effectiveness of 
participation in filial play therapy on externalizing and internalizing behaviors. Decreased 
problematic behaviors were a consistent finding in the earliest filial play studies (Cornett & 
Bratton, 2015). Child symptoms have been found to be reduced by as much as 66% on behavior 
checklists (Guerney, 2000). In fact, the children who participated in filial play therapy displayed 
an increase in their ability to respond appropriately and a decrease in aggression. Their play 
patterns at termination were found to be similar to those children without emotional or 
behavioral problems (Guerney, 2000).  
Societal Views on Play 
Although filial play therapy is recognized as an effective approach for decreasing 
externalizing and internalizing behaviors in children, decreasing parental stress, increasing child 
confidence, and increasing parent-child connections, it is important to consider societal and 
parental views on play. A better understanding of how play is viewed and accepted will provide 
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greater insight into how filial therapy may be accepted by families. Recognizing how parents 
view their child’s treatment can be an invaluable resource as parents play such a vital and 
important role in deciding if treatment will be considered, and if so, what type of treatment to 
pursue (Boswell, 2014).  
 Over the last several decades the amount of time that children spend in unstructured play 
has consistently declined (Hofferth & Sandberg, 2001). Preschoolers are largely sedentary or 
they spend a great deal of time participating in highly structured activities rather than engaging 
in active free play (Copeland, Sherman, Kendeigh, Kalkwarf, & Saelens, 2012; Hofferth & 
Sandberg, 2001). The emphasis on accountability and student achievement that stems from 
programs such as No Child Left Behind has created a climate that favors success and 
achievements (Kane, 2016).  
 Copeland et al. (2012) found that academic programs in U.S. preschools is increasingly 
replacing play. Greater achievement in academic skills outweigh the importance of play in 
modern society (Kane, 2016). However, this is not an entirely new debate. Although the majority 
of childhood educators recognize the importance of play, there is much disagreement about the 
exact definition of play and the specific benefits that come from play (Rothlein & Brett, 1987). 
Throughout the last century early childhood educators have stated their beliefs on play including 
the notion that play has no ulterior benefits, play is an aimless expenditure of energy, and that 
play consists of activities that are not performed for any result other than to simply play 
(Rothlein & Brett, 1987).  
Parental views. Considering the importance that society has placed on educational 
achievement and overall progress, it is understandable that parents’ beliefs about play seem to be 
based on the role it has in preparing children for academic success. Parental beliefs about play 
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often evolve from their own cultural experiences and contextual trends. A mother who believes 
that children learn best through direct instruction rather than through unstructured play often 
does so because of her own experiences as a child and her own observations of children (Fisher, 
Hirsh-Pasek, Golinkoff, & Gryfe, 2008).  
 Parental understanding of play is likely linked to societal education policies such as No 
Child Left Behind. Educational standards that children face increase parent expectations for 
school readiness and their anxieties about their child’s future success in uncertain economic 
times (Kane, 2016). Based on the expected educational norms, parents have reported that 
recognizing letters and numbers is the most important quality in a child care setting as opposed 
to play and peer interaction (Kane, 2016). 
 Many parents do not regard play as important for young children (Rothlein & Brett, 
1987). Based on parents’ definitions of play, they seem to distinctly separate play from learning 
(Rothlein & Brett, 1987). Parents define play as imaginative, fun, and active, while they define 
learning as gaining new knowledge and the ability to apply it (Cooney, 2004). Structured 
activities are viewed as setting the best foundation for academic success and value this time more 
so than unstructured play, while unstructured play is considered extra and not a pathway to 
learning (Kane, 2016).  
 Based on the evidence, it seems as though many parents do not have a clear perception of 
play and what it means for children (Socarras, Smith-Adcock, & Shin, 2015). In an interview on 
the importance of integrating play in family therapy Eliana Gil explained that she has found that 
many parents had never actually had the opportunity to play themselves (Christensen & 
Thorngren, 2000). These parents come from backgrounds where they may have been made to 
take on a parental role to their own parents and not given the freedom to act as the child 
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(Christensen & Thorngren, 2000). With this in mind, it is understandable that parents believe that 
children do not need playtime except as a break from work (Rothlein & Brett, 1987).  
 Based on the presented views of the importance of academic success and achievement it 
is understandable that speculation exists about parental acceptance of play therapy techniques. 
VanFleet (2000) speculated that parents may be resistant to the idea of play therapy because of 
their value on independence and self-efficacy. It was proposed that parents might view 
participation in play therapy as a sign that something is wrong with the parents or that they are 
too weak to handle their own problems (VanFleet, 2000).  
 Given the parental and societal views presented on the understanding of play, it is 
necessary to further research the value that parents place on filial play therapy for children that 
present with internalizing and externalizing behavior problems based on gender.   
Therefore, the purpose of the current study is to evaluate how parents perceive 
problematic behaviors in children. Specifically, the study will measure how parents view the 
child’s behavior based on their gender and type of problematic behavior, either externalizing or 
internalizing. It is anticipated that parents will rate boys’ behaviors most negatively with 
externalized behaviors as most negative. Based on these interpretations parents will be asked to 
rate their level of concern and how they would feel about recommending filial play therapy as an 
appropriate course of therapeutic treatment. Based on the research question and the reviewed 
literature we anticipate the following hypotheses: 
1. Parents will rate the severity of the child’s behavioral problems in the following 
order (most severe to least severe):  
a. boys with externalizing problems as the most severe;  
b. girls with externalizing problems;  
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c. boys with internalizing problems;  
d. girls with internalizing as least severe. 
2. Parents will prefer a talk-therapy approach to play therapy recommendations. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
CHAPTER 3: METHODS 
 
Design 
 
The literature review of externalizing versus internalizing behaviors and parent 
perceptions of those behaviors supported the need to further investigate parent perceptions of 
these behaviors and their subsequent therapy recommendations. A mixed methods design was 
utilized in order to collect both qualitative and quantitative data. Both the qualitative and 
quantitative data were integrated into the design analysis by embedding the qualitative portion 
into the quantitative portion. Since the primary purpose of the open-ended questions was to 
provide clarification, qualitative responses were included whenever additional data was 
necessary to understand participants’ responses. 
A concurrent nested mixed methods design was utilized so that the qualitative forms of 
data were nested within the larger quantitative forms of data (Creswell, 2014). This approach 
allowed for a broader perspective in which the qualitative data enriched the description of the 
quantitative data and the quantitative data enriched the results of the qualitative data. A 
concurrent nested mixed methods design allowed for a consistent quantitative model of the study 
while simultaneously gathering the otherwise limited qualitative information within the study in 
greater detail (Creswell, 2014).  
In accordance with a concurrent nested mixed methods design, the study utilized a survey 
that included more quantitative components including demographic information, a collection of 
parental stress, relationship and adverse experience scales, and responses to behavioral vignettes. 
The behavioral vignette portion of the survey also included a qualitative open-ended response 
box that was intended to further explore parent perceptions of problem behaviors in children 
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based on gender.  The qualitative data was collected simultaneously with the quantitative data as 
the information was provided within the same survey.  
Behavioral vignettes were utilized in order to thoroughly assess for parent’s perceptions 
on externalizing and internalizing behaviors in young boys and girls and how likely they were to 
recommend play therapy for a child that exhibits similar behaviors. The vignettes included a 
variety of examples of internalizing and externalizing behaviors as exhibited by boys and girls in 
order to help determine if differences in recommendation differ based on presented behavior and 
gender. Vignettes are often based on simulations of real events from which to collect data and 
are a valuable technique for exploring peoples’ perceptions, beliefs, and meanings of specific 
situations (Barter & Renold, 1999). 
Vignettes have also been found to have value in exploring the nature of various behaviors 
and are commonly used to assess for the influence of biases (Jenkins, Bloor, Fischer, Berney, & 
Neale, 2010; Garb, 1997). The vignettes in this study assisted in the control of potential bias in 
parent perception of childhood behaviors. If parents were directly asked if they treat boy 
behaviors more negatively than girl behaviors, they would likely say no because the parents may 
feel as though it is the socially desirable answer. Most parents would not admit that they show 
favoritism towards certain types of behaviors in children. As a result the vignettes attempted to 
minimize this potential bias by asking the same question in a less direct way that did not ask the 
parents to comment specifically on their own parenting behaviors, while continuing to allow for 
a collection of parents beliefs about how they might parent their own child with similar behavior 
problems. 
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Data Collection 
 
Participants.  
 
 Selection criteria. The targeted parent population included one parent with primary 
custody from each household with at least one child living in the home between the ages of 3–12 
years. The age of the child in the home was significant because the study focused on childhood 
behaviors within this age group and their participation in filial play therapy. Filial play therapy is 
recommended for children between ages 3-12. Finally, parents with children in this age group 
were targeted because the behavioral examples in the vignettes fall within this age range.  
 The target sample included all parents, irrespective of whether or not they have sought 
clinical treatment for their child(ren). While it seems important to include all parents it is also 
understood that a clinical population may influence the parental perception of childhood 
behaviors and their recommendations for filial play therapy. As a result, whether or not they 
have sought clinical treatment was used as a control variable in order to account for how their 
recommendation for play therapy might have been influenced by previous experiences. 
 An a priori power analysis was conducted using G*Power with a medium effect size 
anticipated (.50), α set at 0.05, and two groups, mothers and fathers. The analysis suggested a 
target population of 64 mothers and 64 fathers. In order to have confidence that the findings were 
not simply due to chance, a combined total of mothers and fathers suggested approximately 128 
participants. In the end, we obtained a total sample size of 241 participants. However, of those 
241 respondents, several participants (n = 33) started the survey but did not provide any answers, 
leaving the entire response blank. Of the remaining 208 responses that began the survey, several 
participants (n = 63) did not complete the entire survey. The incomplete responses were not 
included in the total sample of responses (n=145). An analysis was run to compare the non-
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completers with the completers and no significant difference existed. As a result the non-
completers were dropped from the sample, resulting in a final sample of 208. Participant 
demographics of the final sample were as follows: The mean age of participants was 35 with a 
standard deviation of 6.9 (n = 145); the sample was 62.8% female (n = 91) and 37.2% male (n = 
54). The participants demographics were as follows: (n = 145) M age = 35, 62% female (n = 91), 
and 89.0% (n = 129) White, Non-Hispanic. The final sample demographics included 6.9% 
African American/Black (n = 10), 0.7% Asian American (n = 1), 2.1% Hispanic (n = 3), 0% 
Native American (n = 0), 89.0% White, Non-Hispanic (n = 129), and 1.4% other (n = 2). Of the 
two participants who chose other to identify race and ethnicity, one participant wrote in “Black 
and white,” while the other was described as “Mixed Asian and white.” 
Recruitment. The participants were parents who were recruited through several different 
means. Parents were recruited from a university childcare center, several Facebook sites 
(including a Facebook site specifically devoted to mothers, 2 sites designated to Father’s, and 
several Facebook sites of friends and families who were asked to post the invitation to participate 
on their site). Administrators of these sites were given a flyer to post on their sites inviting those 
affiliated parents affiliated with their sites to participate. Finally, given the low enrollment of 
fathers in the study, students from an undergraduate HDFS class were given extra credit if they 
referred a father who completed the survey. Based on the information provided in the survey, the 
participants self-selected their participation in the study.  
Procedures. Participants were provided with an electronic invitation that provided a 
description of the study and a link to an online survey. The invitation was presented online to 
participants through Facebook sites. If electronic access was not available, a hardcopy of the 
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flyer was provided. The hardcopy flyer included a QR code that allowed parents to conveniently 
access the online survey utilizing a mobile device.  
The online survey consisted of questions related to demographics, a variety of 
assessments, and one of four clinical vignettes. Participants were informed through the electronic 
invitation that participation in the study would allow for further understanding of their 
perceptions of childhood behaviors and subsequent treatment recommendations for that 
behavior. 
Parents who chose to participate followed the link provided in the electronic invitation in 
order to access the web-based survey. Each survey was randomly generated so that the 
participant’s responses were equally distributed for each of the four vignettes (described in detail 
below). Each vignette described a child who engaged in a variety of either internalizing or 
externalizing behaviors. After reading the provided vignette, participants answered questions to 
assess their understanding of the child’s behavior and their response to a recommendation of 
filial play therapy. The participants also answered a number of other questions related to their 
own demographics, stress, and relationships.  
Measures 
Demographics. Participants were asked to provide information regarding their age, 
race/ethnicity, gender, number of children, and other demographic variables that might impact 
the results. Participants were allowed to leave blank any demographic questions they did not feel 
comfortable answering.   
Vignettes. Participants were asked to assess an individual child in one of four unique 
vignettes. The vignettes were designed to help assess perception of child behaviors and 
recommended treatment. For the purposes of this study, the vignettes were created by the 
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primary author, based on previous experiences working with children in daycare and preschool 
settings. Therefore, these vignettes were not developed based on any pre-existing vignettes in the 
literature. Participants were asked to assess the vignette on three criteria: 1) Based upon the 
vignette you read, how concerned are you about the child’s behavior? (0 = not concerned at all, 
10 = extremely concerned); 2) Based on your level of concern over the child’s behavior, how 
likely would you be to seek treatment to correct the behaviors? (0 = not likely at all, 10 = 
extremely likely); and 3) When people decide to seek therapy there typically are several options 
available. Please rate how likely you are to pick the following type of treatment (0 = not likely at 
all, 10 = extremely likely). When rating their likelihood to seek treatment (question #3) 
participants were asked to rate 4 specific options. These options included: a) therapy where the 
therapist meets individually with your child and talks to a therapist about their 
behaviors/concerns; b) therapy where the therapist meets with both you and your child and talks 
about your behavior/concerns; c) therapy based on common play based treatments where your 
child attends session and plays with a therapist; d) filial play therapy where you, as the parent, 
are taught the skills necessary to engage in therapeutic play with your child and then you and 
your child go to therapy together to work through the child’s behaviors/concerns. After parents 
were asked to rate how comfortable they are with each approach, the parents were asked which 
of the four types of therapy they would choose if the child in the vignette were their own child. 
They were also given an open ended question that asked them to describe what they would 
recommend that the parent do, both regarding therapy and when parenting the child at home. 
The current research study utilized four vignettes. Two of the vignettes were an identical 
representation of externalizing behaviors (Appendices B and C) and two of the vignettes 
represented internalizing behaviors (Appendices D and E). The identical externalizing vignettes 
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and the identical internalizing vignettes differed only by child gender (male or female). An 
example of a vignette to be used in the study appears below (all vignettes are provided as 
appendices): 
George is a four-year-old male. George attends a local daycare center every day from 
mid-morning to late afternoon. One afternoon during outdoor playtime, a classmate takes 
away the ball that George is playing with. George runs after his classmate, shoves the 
child to the ground, and calls the child, “Stupid.” George’s teacher has often reported that 
he does not follow the class rules, disturbs his classmates, and is highly aggressive. 
George also frequently displays these behaviors at home. He is often aggressive towards 
his two-year-old brother. George yells at him and hits him when he becomes upset. 
George also uses aggressive language towards his parents. 
 
Face validity. In order to ensure that the vignettes had face validity, several parents of a 
child between the ages of 3 and 12 read through the vignettes to ensure that they were relatable 
and understandable. Six parents volunteered to preview the vignettes by reading them and 
offering any feedback concerning their ability to understand the behaviors presented in the 
vignettes. One parent provided feedback stating that she felt as though the behaviors presented in 
the internalizing vignettes were not quite as drastic as the behaviors presented in the 
externalizing vignettes. Upon receiving this feedback, the internalizing vignettes were changed 
so that the extremity of the behaviors was more adequately balanced between both the 
externalizing and internalizing vignettes. 
Qualitative response. In order to enrich the qualitative results, each participant was asked 
to provide an open-ended response following the four questions about level of concern and 
recommendations for treatment. Open-ended text boxes were provided after each of the four 
questions following the vignettes. These boxes allowed the participants to further explain their 
perceptions regarding externalizing and internalizing behaviors in children and why they 
provided the responses they did regarding treatment options. The final question was an open-
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ended question designed to assess what they would do if they found themselves in a similar 
situation with their own child. 
Parental stress scale. The Parental Stress Scale is an 18 item self-report scale that 
assesses parental stress for both mothers and fathers of children with and without clinical 
problems (Berry & Jones, 1995). The 18 items represent positive themes as well as the more 
negative components of parenthood.  Participants respond to each item using a 5-point Likert 
scale that ranges from 1, strongly disagree, to 5, strongly agree.  
 Berry and Jones (1995) found this scale to have adequate reliability. Scores of the 
Parental Stress Scale were compared to the Perceived Stress Scale and the Parenting Stress 
Index. The 18-item version of the Parental Stress Scale was found to have a coefficient α of .83 
for the total sample and a test-retest correlation of .81 over a period of six weeks (Berry & Jones, 
1995). No significant difference was found between mothers’ and fathers’ responses (Berry & 
Jones, 1995).   
Data Analysis 
In order to answer each specific research question, quantitative analyses were run for 
each of the independent hypotheses. Each hypothesis will be discussed individually including the 
analysis that was used.  
Hypothesis 1: Parents will rate child behavioral problems in the following order: boys 
with externalizing problems as the most severe; girls with externalizing problems would be next; 
followed by boys with internalizing problems; and girls with internalizing as least severe. The 
parental response data required that the following three steps be completed. First, the correlations 
between each set of variables were checked. A 2x2 ANCOVA (vignette type X level of concern) 
was completed, controlling for parent’s age and parental stress. Respondent’s age and stress level 
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was selected as the covariates of older parents or parents who experience less stress might have 
been more relaxed or even less achievement based. Finally, due to the significance found from 
running the first ANCOVA, a second 2x2 ANCOVA (participant gender x level of concern) was 
completed, again controlling for parent’s age and parental stress. 
Hypothesis 2: Despite literature that says play therapy techniques tend to be more 
effective for children, parents will prefer a talk-therapy approach to play therapy 
recommendations. Specifically, the parents will be least likely to choose filial play therapy as an 
appropriate treatment for the child. Data for determining which type of treatment parents prefer 
was analyzed using a multinominal logistic regression. The type of preferred treatment was the 
dependent nominal variable with parental gender and the vignette used in the survey being the 
independent variables.   
 
 
 
 
 
 
 
 
 
 
 
  
 
CHAPTER 4: RESULTS 
The correlations between each of the variables, along with the means and standard 
deviations, are presented in Table 1.  
Table 1. 
Correlations between Variables 
 
Measure                            Mean        SD          1           2          3          4         5         6        7 
1. Participant Age       35            6.9         -           
2. Participant Gender                                                               1.5 .49 - .20*        -
3. Level of Concern    7.8           1.9    - .29**    .21*         -             
4. Vignette Gender and            
Behavior 
2.7           1.1       .04     - .00         .08        -             
5. Recommended 
Treatment 
  1.1            1.2     - .08       .15         .20*     .08       -                  
6. Participant Stress 
Level   
 48.3          12.6    - .01       .04        - .08      .06    - .04      -  
7. Previous Mental 
Health        
 1.6             .49       .01    - .23        - .02      .05    - .13   - .25**    - 
Notes:  *  p <  .05, two-tailed. **    p <  .01, two-tailed.  
 
Hypothesis 1: Parents will rate child behavioral problems in the following order: boys with 
externalizing problems as the most severe; girls with externalizing problems would be next; 
followed by boys with internalizing problems; and girls with internalizing as least severe. 
 A one-way between groups analysis of covariance (ANCOVA) was conducted to 
compare the relationship between participant concerns of behaviors in children based on the 
vignette type (gender x behavior). The independent variable was the vignette presented in the 
survey either male externalizing, male internalizing, female externalizing, or female 
internalizing, and the dependent variable was the participant’s level of concern. The participants’ 
total scores on the Parental Stress Scale and participant age were used as covariates in this 
analysis. 
 Preliminary checks were conducted to ensure that there was no violation of the 
assumptions of normality, linearity, homogeneity of variance, homogeneity of regression slopes, 
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and reliable measurement of the covariate. Given that each of these assumptions were met, the 
ANCOVA was run and results indicated that, while holding parental stress and age constant, that 
a significant relationship exists between vignette type and parents’ level of concern, F (3, 122) = 
2.15, p < .05 (see Table 2). It also appears that the relationship between vignette type and 
parents’ level of concern accounts for approximately 12.3% of the variance.  
Table 2. 
Analysis of Covariance (ANCOVA) for Level of Concern as a Function of Vignette Type 
 
Variable df MS F Sig. 
Corrected Model 5 11.4 3.4 .006 
Age 1 41.8 12.5 .001 
Stress Level 1 7.2 2.1 .15 
Vignette 3 4.7 1.4 .24 
Note: R Squared = .123 (Adjusted R Squared = .087) 
 
When the specific means of each vignette were explored, parents’ scores indicated that 
parents actually rated internalizing female behaviors as the most concerning followed by 
internalizing males, externalizing females, and last by externalizing males (see Table 3). 
Although internalizing females were viewed by participants as more concerning, the results 
suggest that all of the vignettes were seen as potentially concerning. On average parents rated the 
female internalizing behaviors as .84 points more concerning than male externalizing behaviors. 
Specifically, the mean levels of concern were as follows: internalizing female M = 8.08, SD = 
.30, internalizing male M = 8.02, SD = .33, externalizing female M = 7.66, SD = .40, and 
externalizing male M = 7.24, SD = .33. Therefore, although a significant relationship exist 
between vignette type (child gender and behavior) and parent’s level of concern, the original 
hypothesis that parents would rate male externalizing behavior as most negative was not 
supported.  
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Table 3. 
Mean Scores of Participant Concern Level Based on Vignette Type 
 
Vignette Mean Standard  
Deviation 
Externalizing Male  7.24 .33 
Externalizing Female 7.66 .40 
Internalizing Male 8.02 .30 
Internalizing Female 8.08 .33 
Notes: Covariates appearing in the model are  
evaluated at the following values: What is your 
age?: 35.0, total parent stress scale score = 48.36  
 
 Due to the significance found between vignette type and parent’s level of concern a 
second one-way between groups analysis of covariance was conducted to compare the 
relationship between participant gender and level of concern (Table 4). The independent variable 
was participant gender and the dependent variable was level of concern. The participant’s total 
scores on the Parental Stress Scale and participant age were used as covariates in this analysis. 
Results indicated that a significant relationship was also found between participant gender and 
level of concern, F (1,124) = 5.07, p < .05. The association between participant gender and level 
of concern accounted for approximately 10.9% of variance. 
Table 4. 
Analysis of Covariance (ANCOVA) for Level of Concern as a Function of Participant Gender 
 
Variable df MS F Sig. 
Corrected Model 3 16.9 5.1 .002 
Age 1 29.9 8.96 .003 
Stress Level 1 6.2 1.9 .18 
Participant Gender 1 7.7 2.3 .13 
Notes: R Squared = .109 (Adjusted R Squared = .088)  
 
 Qualitative analysis. A review of the qualitative data provides further explanation for the 
level of concern expressed by participants towards each of the vignettes. The qualitative 
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responses seemed to focus on specific themes for externalizing behaviors in boys, externalizing 
behaviors in girls, internalizing behaviors in boys, and externalizing behaviors in girls. The 
primary theme for externalizing behaviors in boys centered on the theme that this behavior 
seemed normal for a four-year-old boy. One participant reported that there was little concern for 
the externalizing male vignette due to the notion that, “He is only four and is still learning.” 
Similar responses included, “A lot of boys that age show aggression,” “I am not concerned if he 
is aggressive at home,” “Not out of the norm for this age,” “His age made me less concerned,” 
and “Might just be a phase, not concerned.” 
 Responses related to the externalizing behaviors in girls centered on the theme that the 
child’s actions are a reaction to other concerning issues that should be addressed. Specifically, 
one participant reported, “Behavior problems at this age are a symptom of larger issues, possibly 
within the family system.” Similar responses included, “Something is bothering Elizabeth 
internally,” and “Aggressive behaviors can be caused by an underlying issue.” Other responses 
about the externalizing female behaviors centered on the theme that the child has not learned to 
appropriately express herself. These responses included, “It seems as if she doesn’t know how to 
control her frustration,” and “It is less about the structure the child is in and more about the 
child’s difficulty expressing herself in an appropriate manner.”  
 On the other hand, many participants expressed much concern for the internalizing 
behaviors. The participant responses for both male and female internalizing behaviors seemed to 
overlap on the same central themes. The theme that occurred the most often centered on the 
notion that the child was experiencing some form of social anxiety, “She is anxious,” “She seems 
to be having serious social issues,” “He seems full of social anxiety,” and “He seems to be 
having difficulty with anxiety.” A second theme centered on the notion that this behavior did not 
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seem normal for a child, “Children are inherently social creatures and I worry about his need to 
be alone,” “I would be worried because that is unusual of children,” and “ Not sure why she 
doesn’t like other kids.” Other responses centered on the themes that there was a concern that the 
behaviors were a possible response to abuse. The answers that related to abuse included the 
following: “Concerned about something going on at home/safety issues,” “Is the child being 
abused emotionally, physically, or sexually,” and “Something is going on at home and he is not 
safe.” 
Hypothesis 2: Parents will prefer a talk-therapy approach to play therapy 
recommendations. 
 Data for determining whether or not parent gender and the presented vignette impacted 
participant recommendation of therapeutic treatment was analyzed using a multinomial logistic 
regression, with chosen course of therapeutic treatment as the dependent measure. Participant 
gender and vignette (child gender and behavior) were the independent variable while previous 
participation in mental health treatment was used as a covariate in this analysis. Of the total 
participants, 25 did not provide an answer that fit within one of the therapies recommended. 
Several participants did not provide an answer (n = 21), others reported that they would not 
recommend therapeutic services based on the child’s behavior in the vignette (n = 3), and one 
participant answered other (n = 1). However, the one participant who put other did not provide 
enough information to properly categorize the answer into one of the other groups.  
Due to the limited number of participants in some of the therapies recommended, it was 
necessary to consolidate some of the groups in order to do a proper analysis. As a result, filial 
therapy was used as the referent group because according to the literature it is the most effective 
treatment for children with externalizing and internalizing behaviors (Bratton et al., 2013). 
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However, given parent’s lack of familiarity with filial play therapy and their reliance on talk 
therapy, it was assumed that parents might be more likely to recommend talk therapy. As a 
result, talk therapy was listed as the first option and play therapy was listed as the second option. 
Finally, a combination of play and filial play therapy was listed as the third option due to the 
number of participants that chose a combination of these two recommended therapies (n = 26). 
The results using the multinomial logistic regression were not significant (p = .140). 
While the trend for parents was to recommend talk therapy over filial therapy (2.61 times more 
likely) the fact that it was not statistically significant means that the hypothesis that parents were 
more likely to recommend talk therapy versus a play based approach, specifically comparing it to 
filial play therapy, was not supported. 
A review of the qualitative data suggested trends in participant recommendation. Many 
participants expressed that they were unfamiliar with filial play therapy and therefore 
uncomfortable with the filial play therapy option. One participant explained that she might have 
recommended filial play therapy if her pediatrician recommended it, but that otherwise she 
would recommend talk therapy. Several other participants reported that they felt as though the 
parent may be the main stressor for the child and that the child may therefore be more willing to 
open up to a therapist through individual talk therapy. Finally, parents seemed to rate 
internalizing female behaviors as the most concerning and although parents seemed to 
recommend talk therapy in lieu of other treatment options, these recommendations for therapy 
were not statistically significant. The importance of these findings and how they contribute to the 
preexisting literature will be discussed in the discussion section.  
 
  
 
CHAPTER 5: DISCUSSION 
The purpose of this article was to evaluate how parents perceive problematic behaviors in 
children based on child gender and type of behavior, either externalizing or internalizing. Results 
indicated that parents viewed the child’s behavior in each vignette as problematic, but they 
viewed some behaviors as more problematic than others. This section will specifically discuss 
these findings in the context of existing literature; and, in some cases, highlight where these 
findings might make a contribution to the preexisting literature. 
A Systematic Understanding of the Findings 
Recent changes in the economy require that changes be made within the family system so 
that many parents are embracing new working hours (Strazdins, 2006). Mothers are more likely 
to take responsibility for managing the household responsibilities and the disciplining of 
children, while fathers are likely to be more lenient because their time with their children has 
become so limited (Vieira et al., 2016; Strazdins et al., 2006). Additionally, nonstandard work 
schedules have made it harder to build family closeness, resulting instead in relationship 
disruptions and strain (Mistry, Vandewater, Huston, & McLoyd, 2002; Vieira, 2016). Parents 
ability, or inability, to balance their work and family roles due to the economic changes and 
increased working hours is directly associated with the quality of the parent-child relationship, 
which is in turn linked to internalizing and externalizing behaviors in children (Vieira et al., 
2016).  
In order to understand the finding that mothers reported higher levels of concern than 
fathers, we need to understand societal messages around parenting and how these messages 
relate to how childcare is often split between parents. Women are often expected to be in charge 
of children and other household tasks as well as being in charge of defining the problems in the 
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context of relationships (Vieira et al., 2016). As a result, women often find themselves in the role 
where they are doing the double shift, which might result in women being more involved in their 
children’s lives (Vieira et al., 2016; Strazdins et al., 2006). More involvement in the child’s life 
might influence their negative response. Likewise, fathers might not be as involved, resulting in 
experiencing their children less negatively.  
Participants’ Report of Vignette Behavior 
  Based on the reviewed literature it was suggested that male externalizing behaviors 
would be rated more negatively, closely followed by female externalizing behaviors (Chen, 
2010; Olson, Sameroff, Kerr, Lopez & Wellman, 2005). The literature implied that parents often 
report more negatively on the more observable externalizing behaviors and that children who 
displayed these externalizing behaviors are more likely to be punished compared to children 
displaying less observable behaviors (Madigan, Brumariu, Villani, Atkinson, & Lyons-Ruth, 
2016; Wright, Zakriski, & Drinkwater, 1999). Although the literature reports that externalizing 
behaviors are often viewed more negatively by parents, this sample seemed to rate female 
internalizing behaviors as the most concerning, closely followed by male internalizing behaviors, 
with externalizing behaviors in both males and females as least concerning.  
Although the previous reviewed literature does not support the results from the analysis, 
other studies have found that during the preschool years, aggressive, hyperactive, and 
compliance behaviors are relatively common and can be viewed as relatively normal (Beernink,  
Swinkels, & Buitelaar, 2007). This study found that more than 70% of parents recognized 
externalizing behaviors in their children, and in turn justified this as normal behavior in young 
children (Beernink et al.).  
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Several participants expressed less concern for the male externalizing behaviors. 
Considering the explanations provided by participants for their lack of concern about the 
externalizing behaviors, in addition to the notion that externalizing behaviors are normal for boys 
this age, it is understandable that participants rated the internalizing behaviors as more 
concerning. Boys are often thought to be more deviant and more specifically, masculinity has 
become a catch all phrase to explain all male behaviors of being tough, noisy, and deviant (Peter 
& Roberts, 2010; Mac an Ghaill & Haywood, 2012). With this in mind, it seems as though boys 
are expected to behave in aggressive manners. Although the previously reviewed literature 
suggests otherwise, it seems as though the participants in this sample considered externalizing 
behaviors to be normal behaviors at this age for both males and females.   
The participants may have also been less concerned by the externalizing behaviors 
because the vignette primarily focused on some of the more common acting out and aggressive 
behaviors. In turn, the vignette fails to address some of the more severe externalizing behaviors 
such as hurting animals, lack of remorse, property destruction, stealing or lying, and truancy 
(Meany-Walen, Kottman, Bullis, & Dillman Taylor, 2015; Peter & Roberts, 2010). Furthermore, 
the responses towards the vignette were focused on the level of concern participants feel in the 
presented behaviors and did not focus on how likely the participant would be to punish the child 
for exhibiting those behaviors. While lack of concern may be understood separately from need to 
punish a child based on certain behaviors, some behaviors have been found to lead to parents 
adopting negative beliefs about the child, which may increase the likelihood of a parent selecting 
harsh or punitive discipline strategies (Laskey & Cartwright-Hatton, 2009).  
Gender differences on level of concern. The majority of the concern focused on the 
female internalizing behaviors. The qualitative responses provide a greater understanding of the 
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participants’ rationale in having more concern for the internalizing behaviors, explaining that 
many participants felt as though the internalizing behaviors were not socially normal for a child 
and that the behaviors may be due to social anxiety or even as a result of experiencing abuse. 
Laskey and Cartwright-Hatton (2009) provide another view on parents’ understanding of 
internalizing behaviors that support the current findings. Children with internalizing behaviors 
are more likely to experience negative parental beliefs, which may increase the displayed 
internalizing behaviors, eliciting further unsupportive parenting and creating a negative feedback 
loop (Laskey & Cartwright-Hatton, 2009). 
The reviewed literature also suggested that mothers and fathers are not likely to differ on 
their responses to externalizing and internalizing behaviors in children (Kumpulainen et al., 
1999, Chen, Seipp, & Johnston, 2008). However, the one-way analysis of covariance between 
participant gender and level of concern suggested that mothers viewed all behaviors more 
negatively. Although this differs from the presented literature, one study found that mothers 
often score higher than fathers when rating behaviors (Javo, Heyerdahl, & Rønning, 2000). 
Another study reported similar results, stating that mothers rated both externalizing and 
internalizing behaviors higher than fathers (Chen, Seipp, & Johnston, 2008).  
Javo, Heyerdahl, & Rønning (2000) hypothesized that differences in scores might 
represent differences in tolerance of behaviors due to parent gender, suggesting that fathers’ 
attitudes on aggressive behaviors tend to be more lenient than mothers’ attitudes. Fathers have 
also been found to have a stricter attitude than mothers on items such as clumsiness, restlessness, 
and hyperactivity (Javo, Heyerdahl, & Rønning, 2000). These findings directly relate to the 
systemic understanding of the findings, mother’s increased amount of time spent with their 
children may negatively influence their reaction towards behaviors, while the opposite may be 
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true for fathers. A review of the qualitative responses further validated father leniency and 
provided explanations such that one participant stated that he felt as though it would not be out 
of the norm for a young boy to be hyper at that age. Another father stated that he did not feel 
concerned because kids may be kids, while another father stated that his level of concern was 
zero, although he provided no reasoning behind this answer.  
The qualitative responses also supported mothers’ tendency to be less lenient than 
fathers. One mother stated, “Too rough, uses ugly language. Needs to practice other ways to 
express his feelings.” “Being aggressive at school concerns me,” “He needs to be taught another 
outlet,” and “Concerned about the language and trying to hurt little brother” were additional 
responses towards the externalizing behaviors made by mothers. Therefore, although some of the 
reviewed literature proposes that mothers and fathers do not differ vastly on their understanding 
of externalizing and internalizing behaviors in children, there is also evidence to support our 
finding that mothers tended to have more concern overall about the presented behaviors than 
fathers (Javo, Heyerdahl, & Rønning, 2000; Chen, Seipp, & Johnston, 2008).  
The findings on parents’ level of concern about problematic behaviors in children 
differed from what was presented from the preexisting literature. This may be due to the 
participants responding to a vignette that does not specifically address how the parents would 
react if the child were their own. The abstract quality of the vignettes may have encouraged 
parents to provide an answer that they felt would be viewed as morally sound. Additionally, 
participants may have responded differently due to the vignette being based on a written 
reaction, meaning that parents might react differently if they were to encounter these behaviors 
in person rather than on paper.  
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Participants’ Report of Recommended Treatment 
Although the multinomial logistic regression found no significance between parent 
genders, the presented vignette, and recommended treatment, trends did emerge in participant 
recommendations. Talk therapy seemed to be the preferred recommended treatment with 
participants explaining that they felt as though the parents may be a main source of stress for the 
child, resulting in the child’s unwillingness to open up to a therapist if the parents were involved. 
Although this idea seemed to be endorsed by many of the parents in this study and some 
resistance to therapy is natural, therapy has also proven to assist parents in becoming more 
unified in the parenting skills they use with their children and the amount of disharmony between 
parents and children has been found to decrease following participation in parent child therapies, 
particularly filial play therapy (Cornett, 2012; Van Fleet, 2000; Bavin-Hoffman, Jennings, & 
Landreth, 1996).  
While parents were concerned that parent involvement in therapy would limit the 
opportunity for change in the child’s behavior, lack of parent involvement would leave the child 
in an isolated therapeutic setting. This lack of parental involvement may result in the child 
consistently being reintroduced to the same problematic system because change would only be 
occurring on one level, thus diminishing therapeutic potential (Cornett, 2012). The purpose of 
therapy is to help the entire family system change, with filial play therapy provoking change by 
training parents to be the “therapeutic agents” of change within the family, enhancing the parent-
child relationship through increased family interactions, and through increased feelings of 
affection, warmth, and trust (Cornett, 2012). Therefore, although parents are concerned that 
parental involvement may impede the child’s progress in therapy, parent involvement has been 
found to be a significant predictor of successful play therapy outcomes for the entire family 
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(Cornett, 2012; Van Fleet, 2000) These outcomes of filial play therapy include positive changes 
in child behaviors, improved marital relationships, improved sense of shared power between 
parents, and improvements in parent-child communication (Cornett, 2012; Bavin-Hoffman, 
Jennings, & Landreth, 1996). 
The results presented from the analyses showed significance in the relationship between 
vignette type and parent level of concern and significance in the relationship between parent 
gender and level of concern, although the hypotheses were not supported. Parents seemed to be 
concerned about each of the vignette types and were only slightly more concerned by the 
internalizing female behaviors. Furthermore, responses varied by parent gender, suggesting that 
mothers were more concerned by each of the behaviors than fathers. This may be due to mothers 
being less lenient towards negative behaviors in children. Finally, parents seemed to recommend 
talk therapy over any form of play therapy. It is suggested that parents would be more likely to 
choose talk therapy because of their lack of knowledge about filial play therapy and because of 
their uneasiness about the possibility of being the stressor behind the problematic behaviors in 
the child. 
Clinical Implications 
 The results of the analyses generate several concepts for consideration in clinical 
practice. It is important to consider the clinical implications of the findings that mothers tend to 
rate all behaviors more negatively and fathers tend to be slightly less concerned about the same 
behaviors. Although the parents tended to rate the behaviors differently, it is important to 
understand and validate both views when addressing behavior problems in children (Javo, 
Heyerdahl, & Rønning, 2000). Primarily, it is important for therapists to listen without judging 
family members’ reactions in order to maintain open communication and to invite both parents to 
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express all that is on their minds (Van Fleet, 2000). Listening and validating both parents and 
each of their concerns will establish a trusting relationship between the parents and therapist, 
which would allow for a partnership that is essential for positive outcomes (Van Fleet, 2000).  
 In order to address both mothers’ and fathers’ views in a clinical setting it may be 
beneficial to explain to parents the cognitive, emotional, and behavioral capabilities of young 
children (Wyatt Kaminski, Valle, Filene, & Boyle, 2008). Normalizing age appropriate behaviors 
may increase mothers’ understanding of childhood behaviors so that they are more tolerant and 
less concerned by typical behaviors (Wyatt Kaminski, Valle, Filene, & Boyle, 2008). This 
normalizing process may also prove beneficial in encouraging fathers to be more wary of 
childhood behaviors that are abnormal, rather than slightly less concern over these concerning 
behaviors (Wyatt Kaminski, Valle, Filene, & Boyle, 2008). Specifically involving parents in 
filial play therapy would allow both mothers and fathers to gain a new way of understanding 
behaviors in children (Wickstrom, 2009). Many parents that have participated in filial play 
therapy report that therapy decreased the focus on the child’s behavior and increased awareness 
of the child’s needs and feelings (Wickstrom, 2009). filial play therapy also altered parents’ 
tendencies to fix things for their children by allowing them to set more developmentally 
appropriate expectations of their children (Wickstrom, 2009).    
 Additionally, the suggestion that mothers and fathers differ slightly in their concern of the 
presenting behaviors is important to consider in a clinical setting. The results did find that 
mothers seem to be more concerned about all of the behaviors, but only marginally. From a 
research perspective this marginal difference is rather important, but from a clinical perspective 
it may present as though all parents seem concerned by all four vignette descriptions. A systemic 
perspective takes note of what happens when people tend to focus on the differences rather than 
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looking at the similarities (Wickstrom, 2009). In a clinical setting, if the clinician is able to point 
out the many similarities without focusing on the differences, then perhaps the parents can be 
united against the behaviors rather than working from opposite directions (Wickstrom, 2009). 
 It is also important to focus on how mothers and fathers are reacting towards negative 
behaviors in their children. While fathers’ increased working hours often result in greater 
leniency with behaviors in children because time with their children is limited, mothers often 
take on the responsibility of disciplining the children (Vieira et al., 2016; Strazdins, 2006). 
Increased work hours directly results in less time spent with children teaching them emotional 
and social skills and may also negatively impact a parent’s mental health, which in turn impacts 
their parenting (Mistry, Vandewater, Huston, & McLoyd, 2002; Vieira et al., 2016). The 
systemic nature of filial play therapy provides a way to assess and intervene within family 
interactions with a focus on the importance of the child subsystem, the parent subsystem, and the 
overall family system so that problematic behaviors in children decrease, parent-child 
relationships improve, and marital relationships improve (Cornett, 2012; Wickstrom, 2009). 
 It is also important to consider the participants’ tendency to recommend talk therapy 
treatment options in lieu of play therapy options due to their lack of awareness of play therapy 
and due to them being uncomfortable about the parent being the possible stressor and cause of 
the problematic behaviors in the child. When parents are reluctant to participate in play therapy, 
clinicians should first show genuine empathy for the parent’s point of view in order to validate 
their reluctance (Van Fleet, 2000). The clinician might also inform the parents explicitly how 
filial play therapy will meet their needs by educating them on the skills that the parents will learn 
and on the benefits of filial play therapy as opposed to talk therapy approaches (Van Fleet, 
2000). When parents question the value of play, it might be encouraging to have parents reflect 
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on their own experiences with play as a child in order to help them understand that play is the 
primary way that children learn about the world, communicate their feelings, and develop life 
skills (Van Fleet, 2000).    
Limitations 
 Although this study found significance between participant level of concern and 
presented vignette type as well as between participant gender and level of concern, limitations in 
the study do exist. The final sample exceeded the targeted effect size of 128, but fell just short of 
its goal of including 64 males (n=54). Instead, the final sample of completed surveys was 
predominantly female (n = 91; 62%) and heavily White, Non-Hispanic (n = 129; 89%).   
 A second limitation exists in the methodology behind the utilization of the behavioral 
vignettes. The authors created the included vignettes without knowledge about the expected 
difference in responses. Bradbury-Jones, Taylor & Herber (2012) suggested that care must be 
taken when vignettes are constructed solely on real-life experiences. The use of more concretely 
constructed vignettes, as opposed to vignettes based entirely on experience, may also provide 
responses that more closely resemble real judgement in daily life rather than responding to more 
abstract vignettes (Dülmer, 2016). The vignettes may be further improved upon by including 
suggestions from previous research findings, literature reviews, and even by depicting a broader 
range of behavioral situations (Bradbury-Jones, Taylor, & Herber, 2012).  
Finally, the vignettes did not ask participants to rate their level of concern as if the child 
presented in the vignette were the participant’s own child. Therefore, it is assumed that 
participants may have responded differently to the vignettes if the vignettes were less abstract 
and asked questions specifically as if the presented child were the participant’s own (Bradbury-
Jones, Taylor, & Herber, 2012). The use of vignettes has been found to assist participants in 
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disclosing sensitive information related to morally-charged issues, such as appropriate childhood 
behaviors and appropriate disciplining practices (Bradbury-Jones, Taylor, & Herber, 2012). 
Asking the parents to express their concern over the vignette as if the child were their own, might 
have resulted in a wider variety of the levels of concern and recommendations because of the 
distance between researcher and participant that vignettes provide (Bradbury-Jones, Taylor, & 
Herber, 2012). 
Future Research 
 Based on the presented limitations it is suggested that future research involving parents’ 
understanding of child behaviors and recommended treatment include a larger, more diverse 
sample. The current study does not provide enough data to accurately suggest how a sample of 
more racially diverse parents would view these behaviors in children and what type of treatment 
they might recommend. Parents from different cultures may be more or less tolerant of deviant 
behaviors and while tolerance for behavior problems may be similar in some cultures, the 
threshold for seeking therapeutic treatment may be higher in certain ethnic groups (Javo, 
Heyerdahl, & Rønning, 2000). It is also important to include a highly diverse population of 
parent participants because parental tolerance of child behavior in boys and girls may differ more 
in some cultures than in others (Javo, Heyerdahl, & Rønning, 2000). Furthermore, some cultures 
may have different feelings about play in general and in filial therapy. Specifically, African 
American families have historically placed a higher value on academic achievement and school 
readiness and often rate academic skills as more important than other approaches to learning, 
such as engagement (Tamis-LeMonda, Sze, Ng, Kahana-Kalman, & Yoshikawa, 2013).  The 
findings in a future study that includes a more diverse sample may better reflect the different 
norms and values between various ethnicities and cultures.  
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This study also does not provided adequate male participation, thus suggesting that 
fathers be more heavily targeted in future studies. Although the target population of males was 
64, males completed a total of only 54 responses. Due to male participation remaining stagnant 
for a large amount of time, the current study was expanded to offer extra credit to any students 
who were able to refer a male participant. This increased the male participation drastically. 
While this was beneficial in increasing the sample size, it also introduces the possibility that 
some participants were involved simply to help a friend, and as a result may not have been as 
invested in the process, or in some extreme cases that a student may have simply taken the 
survey on their own. While we have no way of knowing whether or not this was indeed the case, 
it does introduce the possibility and as such should be considered when interpreting these results.   
 Finally, in order to have more confidence in the behavioral vignettes, it is suggested that 
parents who have experience with these externalizing and internalizing problems manifesting in 
their own children be sought out rather than focusing on the views surrounding more abstract 
vignettes. Participants who respond to hypothetical vignettes are more likely to respond in a 
hypothetical manner, rather than basing their answer on experience (Bradbury-Jones, Taylor, & 
Herber, 2012). When participants are faced with vignettes that are not relatable they often 
struggle to rate the presenting behaviors and ask for more detailed information in order to make 
their decisions (Bradbury-Jones, Taylor, & Herber, 2012). Therefore, it is assumed that if parents 
were more familiar with the behaviors in the vignette and could relate the vignettes to their own 
experiences, they may respond in a more realistic and truthful manner.  
Conclusion 
The need for effective interventions for young children has become increasingly 
important as the amount of children with mental health problems that do not receive mental 
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health services continues to grow (Ray, Armstrong, Balkin, & Jayne, 2014; Jordans, Tol, & 
Komproe, 2011; Jabbour et al., 2016). It is evident that the weakened economy has affected 
parental working hours, which has in turn affected parental mental health, parenting strategies, 
and marital satisfaction (Menaghan, 1991). Each of these components have had an impact on 
child behaviors, leading to externalizing and internalizing problems in children. When these 
problems are allowed to continue without treatment, later problems in adolescence and adulthood 
are likely to exist (Meany-Walen, Kottman, Bullis, & Dillman Taylor, 2015).   
Although filial play therapy is supported as an effective treatment for childhood behavior 
problems, the parents in this study reported that they were more likely to recommend some form 
of talk therapy, specifically without the inclusion of the parents (Bratton, Ray, Rhine, & Jones, 
2005; Kane, 2016). Although these recommendations were not found to be significant, parents 
did seem to prefer talk therapy over other options. Providing an awareness of the systemic 
change that results from participation in filial play therapy is likely to improve parent 
understanding of behaviors in their children, improve parent-child relationships, and improve 
marital relationships (Cornett, 2012; Wickstrom, 2009).  
Finally, the significant finding between the presented vignette type and the participant’s 
level of concern increases the understanding of the need to increase parent awareness of 
appropriate and inappropriate behaviors in children and whether or not these behaviors are cause 
for concern. The incorporation of filial play therapy, with the parents acting as the “therapeutic 
agents” of change is likely to result in improving child behaviors, confidence in parenting ability, 
and an improvement in overall family bonding (Cornett, 2012). The continued implementation of 
filial play therapy provides a systemic context of therapeutic action within the family system as a 
whole that results in systemic change within the entire family.
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APPENDIX B: VIGNETTE 1 – MALE EXTERNALIZING 
 George is a four-year-old male. George attends a local daycare center every day from 
mid-morning to late afternoon. One afternoon during outdoor playtime, a classmate takes away 
the ball that George is playing with. George runs after his classmate, shoves the child to the 
ground, and calls the child, “Stupid.” George’s teacher has often reported that he does not follow 
the class rules, disturbs his classmates, and is highly aggressive. George also frequently displays 
these behaviors at home. He is often aggressive towards his two-year-old brother. George yells at 
him and hits him when he becomes upset. George also uses aggressive language towards his 
parents. 
Please answer the following questions: 
1. Based upon the vignette you read, how concerned are you about the child’s behavior? (0 = not 
concerned at all, 10 = extremely concerned). __________ 
Explain: 
 
2. Based on your level of concern over the child’s behavior, how likely would you be to seek 
treatment to correct the behaviors? (0 = not likely at all, 10 = extremely likely). __________ 
Explain: 
 3) When people decide to seek therapy there typically are several options available. Please rate 
how likely you are to pick the following type of treatment (0 = not likely at all, 10 = extremely 
likely); a) therapy where the therapist meets individually with your child and talks to a therapist 
about their behaviors/concerns; b) therapy where the therapist meets with both you and your 
child and talks about your behavior/concerns; c) therapy based on common play based treatments 
where your child attends session and plays with a therapist; d) filial play therapy where you, as 
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the parent, are taught the skills necessary to engage in therapeutic play with your child and then 
you and your child go to therapy together to work through the child’s behaviors/concerns.  
4) Which of the four types of therapy would you choose if the child in the vignette were your 
child? In detail, please explain the reason for your answer.  
5) Describe what you would recommend that the parent do, both regarding therapy and when 
parenting the child at home. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
APPENDIX C: VIGNETTE 2 – FEMALE EXTERNALIZING 
 Elizabeth is a four-year-old female. She attends a local daycare center every day from 
mid-morning to late afternoon. One afternoon during outdoor playtime, a classmate takes away 
the ball that Elizabeth is playing with. Elizabeth runs after her classmate, shoves the child to the 
ground, and calls the child, “Stupid.” Elizabeth’s teacher has often reported that she does not 
follow the class rules, disturbs her classmates, and is highly aggressive. Elizabeth also frequently 
displays these behaviors at home. She is often aggressive towards her two-year-old brother. 
Elizabeth yells at him and hits him when she becomes upset. Elizabeth also uses aggressive 
language towards her parents. 
Please answer the following questions: 
1. Based upon the vignette you read, how concerned are you about the child’s behavior? (0 = not 
concerned at all, 10 = extremely concerned). __________ 
Explain: 
 
2. Based on your level of concern over the child’s behavior, how likely would you be to seek 
treatment to correct the behaviors? (0 = not likely at all, 10 = extremely likely). __________ 
Explain: 
 3) When people decide to seek therapy there typically are several options available. Please rate 
how likely you are to pick the following type of treatment (0 = not likely at all, 10 = extremely 
likely); a) therapy where the therapist meets individually with your child and talks to a therapist 
about their behaviors/concerns; b) therapy where the therapist meets with both you and your 
child and talks about your behavior/concerns; c) therapy based on common play based treatments 
where your child attends session and plays with a therapist; d) filial play therapy where you, as 
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the parent, are taught the skills necessary to engage in therapeutic play with your child and then 
you and your child go to therapy together to work through the child’s behaviors/concerns.  
4) Which of the four types of therapy would you choose if the child in the vignette were your 
child? In detail, please explain the reason for your answer.  
5) Describe what you would recommend that the parent do, both regarding therapy and when 
parenting the child at home. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
APPENDIX D: VIGNETTE 3 – MALE INTERNALIZING 
William is a four-year-old male. He attends a local daycare center every day from mid-
morning to late afternoon. William usually plays alone at the daycare and does not initiate play 
with his classmates. He often appears sad and has difficulty concentrating during the class circle 
time. William frequently complains of headaches and stomachaches to his parents and teacher. 
He also displays similar behaviors at home on a regular basis.  While at home, William often 
plays alone and runs to hide when he is upset. He chooses not to spend time with his parents or 
younger sister and appears fearful often.  
Please answer the following questions: 
1. Based upon the vignette you read, how concerned are you about the child’s behavior? (0 = not 
concerned at all, 10 = extremely concerned). __________ 
Explain: 
 
2. Based on your level of concern over the child’s behavior, how likely would you be to seek 
treatment to correct the behaviors? (0 = not likely at all, 10 = extremely likely). __________ 
Explain: 
 3) When people decide to seek therapy there typically are several options available. Please rate 
how likely you are to pick the following type of treatment (0 = not likely at all, 10 = extremely 
likely); a) therapy where the therapist meets individually with your child and talks to a therapist 
about their behaviors/concerns; b) therapy where the therapist meets with both you and your 
child and talks about your behavior/concerns; c) therapy based on common play based treatments 
where your child attends session and plays with a therapist; d) filial play therapy where you, as 
the parent, are taught the skills necessary to engage in therapeutic play with your child and then 
you and your child go to therapy together to work through the child’s behaviors/concerns.  
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4) Which of the four types of therapy would you choose if the child in the vignette were your 
child? In detail, please explain the reason for your answer.  
5) Describe what you would recommend that the parent do, both regarding therapy and when 
parenting the child at home. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
APPENDIX E: VIGNETTE 4 – FEMALE INTERNALIZING 
Charlotte is a four-year-old female. She attends a local daycare center every day from 
mid-morning to late afternoon. Charlotte usually plays alone at the daycare and does not initiate 
play with her classmates. She often appears sad and has difficulty concentrating during the class 
circle time. Charlotte frequently complains of headaches and stomachaches to her parents and 
teacher. She also displays similar behaviors at home on a regular basis. While at home, Charlotte 
often plays alone and runs to hide when she is upset. She chooses not to spend time with her 
parents or younger brother and appears fearful often.  
Please answer the following questions: 
1. Based upon the vignette you read, how concerned are you about the child’s behavior? (0 = not 
concerned at all, 10 = extremely concerned). __________ 
Explain: 
 
2. Based on your level of concern over the child’s behavior, how likely would you be to seek 
treatment to correct the behaviors? (0 = not likely at all, 10 = extremely likely). __________ 
Explain: 
 3) When people decide to seek therapy there typically are several options available. Please rate 
how likely you are to pick the following type of treatment (0 = not likely at all, 10 = extremely 
likely); a) therapy where the therapist meets individually with your child and talks to a therapist 
about their behaviors/concerns; b) therapy where the therapist meets with both you and your 
child and talks about your behavior/concerns; c) therapy based on common play based treatments 
where your child attends session and plays with a therapist; d) filial play therapy where you, as 
the parent, are taught the skills necessary to engage in therapeutic play with your child and then 
you and your child go to therapy together to work through the child’s behaviors/concerns.  
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4) Which of the four types of therapy would you choose if the child in the vignette were your 
child? In detail, please explain the reason for your answer.  
5) Describe what you would recommend that the parent do, both regarding therapy and when 
parenting the child at home. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
APPENDIX F: PARENTAL STRESS SCALE 
The following statements describe feelings and perceptions about the experience of being a 
parent. Think of each of the items in terms of how your relationship with your child or children 
typically is. Please indicate the degree to which you agree or disagree with the following items 
by placing the appropriate number in the space provided. 
1 = Strongly disagree 2 = Disagree 3 = Undecided 4 = Agree 5 = Strongly agree 
____ 1. I am happy in my role as a parent. 
____ 2. There is little or nothing I wouldn't do for my child(ren) if it was necessary. 
____ 3. Caring for my child(ren) sometimes takes more time and energy than I have to give. 
____ 4. I sometimes worry whether I am doing enough for my child(ren). 
____ 5. I feel close to my child(ren). 
____ 6. I enjoy spending time with my child(ren). 
____ 7. My child(ren) is an important source of affection for me. 
____ 8. Having child(ren) gives me a more certain and optimistic view for the future. 
____ 9. The major source of stress in my life is my child(ren). 
____ 10. Having child(ren) leaves little time and flexibility in my life. 
____ 11. Having child(ren) has been a financial burden. 
____ 12. It is difficult to balance different responsibilities because of my child(ren). 
____ 13. The behavior of my child(ren) is often embarrassing or stressful to me. 
____ 14. If I had it to do over again, I might decide not to have child(ren). 
____ 15. I feel overwhelmed by the responsibility of being a parent. 
____ 16. Having child(ren) has meant having too few choices and too little control over my life. 
____ 17. I am satisfied as a parent. 
____ 18. I find my child(ren) enjoyable.  
